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This paper reflects on how human health is dealt with in strategic environmental assessment (SEA). It is shown 
that in current practice, whilst aspects affecting physical aspects of health (e.g. pollution, emissions) are 
routinely considered, social and behavioural aspects are only occasionally covered. An important question 
arising is whether and if, how, all health determines should be considered in SEA. 
 
1 Introduction  
 
Most SEA systems globally formulate requirements for how SEA is to be conducted, in particular in terms of 
the process applied and the substantive issues addressed. Next to biophysical aspects, ‘human health’ is an issue 
which is often included.  What is of particular importance with regards to SEA’s potential for improving the 
consideration of health in policy, plan and programme making procedures is its statutory status in over 40 
countries and development bank requirements in many developing countries. This means that for many 
initiatives there are formal requirements to use it, thus making it different from many other impact assessment 
instruments which are often applied voluntarily. Negative health impacts could thus be systematically avoided in 
many policies, plans and programmes and positive health outcomes be enhanced though SEA. 
 
When the term SEA was first discussed in the second half of the 1980s it was understood to mean the use of 
project EIA process principles to strategic initiatives (Fischer and Seaton, 2002), consisting of a number of 
distinct stages. Importantly these are identical to those that are often said to make up an effective health impact 
assessment (HIA) process (see e.g. WHO, 2001). Procedural stages include screening, scoping, impact 
assessment and report preparation, consultation and participation, decision making, monitoring and follow-up. 
 
Today, it has become widely accepted that the specific context within which SEA is applied needs to be consid-
ered before deciding on the specific format of SEA. In this context, a range of aspects are important for determ-
ining the most effective way of SEA application, including in particular (following Fischer, 2013) the specific 
decision tier, the distribution of power in the decision process, the specific administrative level, the existence of 
a policy framework with compatible policy objectives and on the institutional capacity to integrate. Importantly, 
the specific cultural context may have a bearing on the way in which the instrument is used (Fischer and 
Gazzola, 2006).  With regards to choosing suitable methods and techniques, aspects to be considered include 
(following Partidario and Fischer, 2004) time scales, types of data, levels of uncertainty, types of impacts, 
problems with consultation and participation at higher tiers, and choosing appropriate alternatives. 
 
In line with the different situations described above, the role of the assessors is also likely to differ (see Fischer, 
2003). In project related and structured situations, for example, an assessor is more likely to act as a problem 
solver. Furthermore, if there is consensus on goals, the assessor may act as an advocate of those. In more 
strategic situations with high degrees of uncertainty, an assessor is likely to act as a problem recognisor. Finally, 
if an assessment is striving to integrate different aspects, an assessor may also act as a mediator of different 
interests (see e.g. Runhaar and Driessen, 2007; Fischer et al, 2010). Figure 1 summarises current thinking with 
regards to various contextual issues influencing the specific format of SEA.  
 
Figure 1: The format of SEA as determined by contextual factors 
 
           Source: the author 
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2 Health in SEA: conceptual thinking and empirical evidence 
 
Human health is an integral part of the different aspects to be considered in SEA, disregarding whether the 
substantive focus is environmental only or on wider sustainability issues.  This is frequently acknowledged in 
SEA legislation and guidelines world-wide. In this context, the World Health Organisation (WHO) has 
committed itself to support the improved consideration of health in SEA, e.g. through its London and Budapest 
ministerial conferences on environment and health. In the Budapest Declaration of the WHO (2004), for 
example, health was explicitly mentioned as being an integral part of SEA.   
 
Following Whitehead and Dahlgren (1991), important health determinants are connected with (a) biophysical, 
(b) social, (c) economic, (d) behavioural and (e) other ‘fixed’ personal attributes.  Whilst it is possible to 
influence (a) to (d), personal physical attributes are not normally changeable. However, it is still possible to 
exert an influence on associated health implications. For example, a person with hereditary high blood pressure 
and heart problems may alleviate potential impacts by e.g. exercising regularly. As the built and natural 
environments can either encourage or discourage certain exercises (such as cycling or walking to work), health 
determinants can be influenced through policies, plans, programmes and their associated SEAs and behavioural 
aspects are thus important.  
 
Whilst in theory at least, nothing should keep SEA from supporting the consideration of various health aspects 
in policy, plan and programme making, whether this is happening in current practice to date has been researched 
in a few studies only. Figure 2 provides for a conceptual idea of how health determinants should be approached, 
if addressed in SEA.  
 
Figure 2: Approaching the consideration of health determinants in SEA: a conceptual model 
  
What is important is that whilst in principle, all can be considered, there may be problems in terms of 
compatibility. In this context, SEA as a decision support instrument should never make trade-off decisions in the 
absence of clear trade-off rules and in the presence of powerful interests. Whilst the main role of SEA has been 
seen by some as being an instrument of power mediation, there is currently no empirical evidence that this can 
be successfully achieved. Therefore, a cautious approach to integration should be taken (see e.g. Devlin and 
Yap, 2008). It is acknowledged that incompatibilities may not only be in existence between different health 
determinants, but also amongst them. Regarding biophysical environmental aspects, for example, climate 
change mitigation and adaption measures may turn out to be incompatible (see e.g. Moser, 2012). However, 
here, an important role of SEA would be to weigh impacts of different options and to give recommendations for 
the most environmentally sustainable solutions. 
 
3 Empirical evidence for the consideration of health in SEA 
 
To date, there have only been few studies explicitly looking at the empirical evidence for the consideration of 
health in SEA. What is of particular importance here is that these normally have not limited their scope to 
biophysical health aspects, but have also considered social and behavioural aspects. Carmichael et al (2012) 
summarised the literature on the integration of health into urban spatial planning through impact assessment and 
Bond et al (2013) reflected on ‘the separation of spatial planning and health planning’ and the associated roles 
of SEA and HIA. Furthermore, Douglas et al (2011) reflected on how well health was being considered in 
Source: author 
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Scottish SEA practice, suggesting that health impacts were better considered in SEA than EIA, but that there 
was scope for improvement. Also, in 2011, Schmidt looked at the consideration of health and climate change in 
UK and German spatial plans and associated SEAs. A year earlier, Nowacki et al (2009) reflected on health in 
SEA guidelines and Fischer et al (2010) explored the consideration of health in eight SEAs from Austria, the 
Czech Republic, England, Germany, the Netherlands and Wales. Furthermore, in 2009, Kørnøv looked at the 
role of health in Danish SEA guidance and practice. In 2008, Fischer looked at the existing evidence and the 
potential of SEA to address health impacts. Finally, in 2006, Tomlinson established the extent to which health 
was considered in SEA of local transport plans in the UK.  
 
Some more conceptual papers on the integration of health in impact assessment were provided by e.g. Morgan 
(2011), who argued from a New Zealand perspective in favour of bringing ‘health concerns into formal IA 
processes’ (p410), and by Wright et al (2005) who discussed whether coupling of health impact assessment 
(HIA) and SEA would be the best way forward.  Furthermore, Mindell and Joffe (2003) looked at the linkages 
between HIA and other impact assessments, amongst which SEA. Finally, in 2001, the WHO released a report 
on the potential linkages of health impact assessment and strategic environmental assessment. 
 
What is clear from those works that have looked into the consideration of health in SEA is that in current 
practice, the only aspects that consistently feature are those that are of a biophysical nature. This includes in 
particular issues surrounding soils, weather, air, water, flora, fauna and biodiversity. SEAs also normally 
routinely consider issues such as noise and light pollution, vibration and smell. Furthermore, most SEAs 
consider some other non-physical health aspects, including those related to human behaviour, connected with 
e.g. food provisions and services or leisure facilities.  
 
4 Strengths, weaknesses, facilitating factors and barriers for health inclusive SEA 
 
Empirical evidence for strengths and weaknesses of current SEA practice overall has recently been generated in 
a number of research studies (see e.g. Fischer (2010; 2012); Therivel et al (2009) and EC (2009)), covering 
practice in various sectors, including spatial, transport, waste management and energy planning. Generally 
speaking, strengths of existing practice include a systematic and structured presentation of baseline data and of 
the overall results of the assessment. Similarly, practice tends to do well with regards to the description of 
consultation and participation exercises. Observed weaknesses of many SEAs include a poorly established and 
ill-explained integration of plan and SEA processes. Similarly, alternatives/options are often poorly defined, and 
there are frequently problems in developing feasible and realistic alternatives. Furthermore, the impact of both, 
SEA and public participation on the plan is at times unclear and poorly explained. Similarly, this is also the case 
with regards to the identification of impact significance and the relationships with other policies, plans, 
programmes and assessments which is rarely fully elaborated on. Tiering – both between different 
administrative levels and between different policies, plan, programme and project tiers – is usually not well 
established and uncertainties are only rarely mentioned or addressed. Finally, the assessment of 
interrelationships between different aspects as well as cumulative impacts has been found to be challenging. 
 
A number of shortcomings have been observed with regards to the consideration of health in current SEA 
practice. Importantly, in many SEA systems, health stakeholders do not get engaged in SEA processes. One 
reason is that frequently they are not statutory consultees. Another is that health professionals are often 
uncomfortable to getting involved, as SEA is not a platform they are familiar with. Furthermore, spatial and 
other policy, plan and programme makers often appear to lack understanding of health issues and may, as a 
consequence only consider biophysical determinants of health. Getting health stakeholders involved in SEA and 
increasing capacity amongst policy, plan and programme makers and assessors is therefore key to improving 
practices. Finally, it is important that despite of the rapidly growing practice of SEA globally, empirical 
evidence produced so far for health and SEA is still thin and that only a tiny fraction of the now substantial body 
of professional literature on SEA explicitly deals with health. 
 
Regarding facilitating factors and barriers for the consideration of health in SEA, based on the evidence 
established so far, it is clear that there do not appear to be any differences between health and other assessment 
aspects, including e.g. biodiversity or climate change. Facilitators and enablers can be divided into those 
connected with the process of a specific SEA and those connected with the overall context within which the 
instrument is applied. The former include e.g. the application of a suitable assessment procedure (EIA based / 
non-EIA based) and the use of suitable methods and techniques. The latter include e.g. provisions for the 
consideration of health, a clear understanding of the issues to be addressed and the roles of those involved in 
assessment, clear ideas about the expectations and values of stakeholders and their effective involvement in 
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SEA, as well as issues of appropriate funding, time and support (see e.g. Bina, 2008; Fischer, 2005; Marsden, 
1998). 
 
Whilst integration of different environmental, social and behavioural health determinants in SEA is possible, 
empirical evidence suggests that this needs to be approached with care and that in certain situations, different 
assessment aspects are better kept separate (e.g. in dedicated assessment instruments). An important reason for 
applying a cautious approach is power differences between the various contributors to an ‘integrated’ SEA.  For 
example, integrating transport assessment into SEA in the presence of a powerful road building lobby is unlikely 
to result in reduced environmental impacts from less road construction. In the absence of strong vested interests, 
however, integration of different impact assessments may be more unproblematic. Furthermore, problems may 
be reduced in the presence of formally established trade-off rules. Another important barrier which may be in 
the way of effective integration includes technical, human and financial resource limitations. Finally, 
responsibilities for health issues may not be with the authority preparing a specific policy, plan or programme, 
but may lie with a different body which possibly prepares their own policies, plans and programmes. In this 
case, achieving effective co-ordination is important. However, institutional barriers may be high, and effectively 
co-ordinating activities may be a challenge. Despite of these potential barriers, it is important that Integration 
can succeed, though, if those contributing to SEA are open to different outcomes. 
 
5 Conclusions 
 
Overall, SEA is an instrument which can work effectively towards a better consideration of health in policy, 
plan and programme making. It is clear that requirements to consider health through SEA have shown to make 
policy, plan and programme makers and assessors more likely to reflect on issues that they otherwise would not 
have. Whilst in current practice globally, it is mainly the biophysical determinants of health that are advanced 
through SEA, social and behavioural determinants may also be included. However, this is only likely to become 
more widespread in the presence of associated government policy, legal mandates or official guidance. Whether 
or not a multitude of aspects should be integrated in SEA very much depends on the specific situation of its 
application. Whilst at times, it may be advisable to do so, in other instances it may be preferable to keep 
different aspects being represented by different assessment instruments, which are applied in parallel processes.  
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